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Valve AreaWe appreciate the interest of Dr. Habis and colleagues
in our study (1) and their contribution to this research
area.
In response to their ﬁrst issue, there is indeed a
difference in the elliptic shape of the left ventric-
ular outﬂow tract (LVOT) between systole and diastole
by multidetector computed tomography (MDCT).
Although this shape change is statistically signiﬁcant,
the clinical signiﬁcance of the difference is modest
and would rarely change the grading of aortic stenosis
(AS) severity by MDCT. Indeed, in our study the timing
of LVOT planimetry between systole and diastole
would affect LVOT area by 6% (between 2% and 14%),
a ﬁnding consistent with the literature (1–3) and close
to the variation observed by intraobserver and inter-
observer variability (2). Thus, the issue of systolic
versus diastolic LVOT measurement does not affect
our results notably, as reported in our paper (1).
Planimetry of aortic valve area, as emphasized by
Dr. Habis and colleagues, measures the geometric
oriﬁce area (GOA), not the effective oriﬁce area (EOA),
so differences between methods are expected. We
agree that the theoretical interest of planimetered
GOA by MDCT is linked to the hypothesis that MDCT-
planimetered GOA may have superior reproducibility
and reliability. Although the seminal work on CTplanimetry was encouraging from this point of view,
clinical practice studies such as ours are less optimistic
about the method. We indeed found a signiﬁcant
correlation between all continuity EOA and planime-
tered GOA (r ¼ 0.57, p < 0.0001) (1); however, the
variability remained too high to be clinically useful.
Furthermore, variability between GOA and EOA
changes according to AS severity, with “GOA almost
equal to EOA in mild AS but signiﬁcantly greater in
severe AS” (4). We therefore believe that the main
indication of MDCT in regard to AS severity assess-
ment is in patients with poor acoustic windows, for
planimetry of LVOT and calculation of continuity EOA.
This approach is valid as long as the cutoff values used
to assess severe AS account for the MDCT method’s
speciﬁc higher thresholds (1). Importantly, we do
agree with Habis and colleagues that noncontrast
MDCT has a major role in assessing the severity of
calciﬁed AS, by measuring aortic valve calcium load,
independently of Doppler data and deﬁning excess
risk of mortality (5). Thus, we share the conﬁdence of
Habis and colleagues that MDCT is promised an
essential role in evaluating patients with AS.Marie-Annick Clavel, DVM, PhD*
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